Among the benign lesions involving the oral cavity, mucocele is a common lesion of the oral mucosa that results from an alteration of minor salivary glands due to a mucous accumulation. Mucocele involves mucin accumulation causing limited swelling. Mucoceles can appear at any site of the oral mucosa where minor salivary glands are present. Diagnosis is principally clinical; therefore, the anamnesis should be carried out correctly, looking for previous trauma. Treatment frequently involves surgical removal. Nevertheless micro marsupialization, cryosurgery, steroid injections and CO2 laser are also described.
INTRODUCTION
Among the benign lesions involving the oral cavity are the mucus retention phenomena, lesions that involve the salivary glands and their respective ducts. Clinically, these lesions may be classified as mucocele or ranula. Mucocele consists of a volumetric increase caused by the accumulation of mucus inside the tissues. The ranula is a form of mucocele specifically localized on the floor of the mouth. 1 On the basis of their microscopic
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Jo u r n a l h o m e p a g e : w w w. n a c d . i n characteristics, these lesions are classified as mucus retention or mucus extravasation cysts, the former being characterized by the presence of epithelial tissue and the latter, which have been reported to occur at higher frequency, by a covering with granulation tissue. [2] [3] [4] The major etiologic factor is related to trauma which provokes rupture and/or occlusion of the excretory duct of the salivary gland involved, leading to extravasation and accumulation of salivary mucus inside connective tissue. 5 These lesions preferentially occur among white people of both sexes, with a slight predominance among females. 2, 6 With respect to age, they mainly occur during the second and third decades of life. 3 The preferential localization of mucocele is the lower lip, but it may also be found on the tongue, palate, and buccal mucosa. 2, 3, 5 The lesions can be located directly under the mucosa (superficial mucocele), in the upper sub mucosa (classic mucocele), or in the lower corium (deep mucocele). They usually occur singly and only very rarely bilaterally. Clinical presentation depends on the depth of the lesion, while the color depends on the size and its nearness to the surface. Superficial mucocele; the mucus accumulates immediately below the mucosa, resulting in small translucent vesicles (0.1-0.4 cm in diameter) in the soft palate, the retromolar region, and the buccal mucosa. In time, these blisters burst spontaneously or by trauma, leaving shallow ulcers or erosions. The Classic MC size varies from a few millimeters to several centimeters in diameter, but 75% of the lesions are smaller than 1 cm in diameter. Eventually, the surface of the lesion turns irregular and whitish due to multiple cycles of rupture and healing caused by trauma or puncture. 7 The lesions have a sessile or pedicled base and are of flaccid or fibrous consistency. They have clearly defined limits and a smooth surface. Evolution is rapid or slow and painless, with periods of remission and exacerbation. 5 Prognosis is favorable and several treatments have been proposed in the literature, such as excision of the lesion associated or not with removal of the gland involved, marsupialization, cryosurgery, laser and micromarsupialization.
Redish reported that the placement of a wire suture through the lesion is a method of treatment that may be utilized for ranulas. 8 Morton and Bartley stated that ranula can be treated with the placement of a silk suture into the dome of the cyst. 9 The silk suture technique was named micromarsupialization by Cardoso in 1974, and considered a choice for treating mucoceles. A suture was passed through the lesion and it was maintained for at least 10 days. 10 Castro indicates the micromarsupialization technique for mucoceles with more than 1 cm in size and for ranulas. 5 The present case report of mucocele of lower lip was intervened by miromarsupialization technique with uneventful healing.
CASE REPORT
A five year old girl reported to the Department of Pedodontics and Preventive Dentistry, Maratha Mandal's Dental college and research center, Belgaum, Karnataka, with chief complaint of swelling in the lower lip since 3 months. Parent gave history of remission and exacerbation of the swelling which gradually increase in size thereafter. Patient also had a positive history lower lip biting habit with its frequency increased by the presences of swelling.
On extraoral examination no abnormalities in lip was present. Intraoral examination revealed swelling on right side of the lower lip measuring about 1 x 0.5 cm in diameter. The lesion was painless on palpation, had clearly defined limits, surface was irregular and pink in color; sessile base and fibrous in consistency (Figure 1 ). Other hard tissue findings were pit and fissure caries with respect to 55 and 65. Glass ionomer restoration was done with respect to pit and fissure caries.
Based on the history and clinical examination, the lesion was diagnosed as mucocele. Considering the age of the child and presence of enough literature to support, miromarsupialization technique was preferred as the line of treatment.
The area was disinfected with a povidone iodine 0.1 solution; a topical anesthetic was applied over the entire lesion for approximately 3 min, and a 3.0 silk suture was passed through the internal part of the lesion along its widest diameter (Figure 2 ). The suture thread was then passed through the lesion, and a surgical knot was made, leaving a space between the knot and the lesion. The mucocele was then compressed, and the accumulated saliva extravasated around the suture (Figure 3) . The sutures were removed after 10 days post operatively.
Clinical analysis of the region involved by the lesion after treatment by this technique suggested no deformity occurred in the area after passage of the suture, and no pain or infectious processes was reported. Follow-up was done since the performance of the technique every six months; total period took 
DISCUSSION
The micro-marsupialization technique was selected because it is of simple execution, less traumatic, and well tolerated by the patient. These are fundamental features to be considered in pediatric dentistry. Simple incision and drainage will result in recurrence of mucus retention phenomena. 11 The introduction of a suture presumably maintains a tract while permitting an epithelial tract to form between the surface and the underlying salivary glandular tissues. 12 Information from the history is very important in diagnosis. Questions concerning trauma in the lower lip and the presence of periods of remissions should be performed. The observation of the characteristics of the lesion during clinical examination is of extreme importance for a successful treatment, otherwise unsuccessful outcomes are frequent. Although salivary gland neoplasms in childhood and adolescence are rare, especially in the minor salivary glands, the micromarsupialization technique is contraindicated for lesions located in palate and buccal mucosa, because of the possibility of a clinical misdiagnosis and a missing benign or malignant salivary gland tumor that are more frequently found in those areas. [13] [14] [15] [16] An important factor observed during the execution of the technique is that only topical anesthesia over the lesion needs to be applied, a fact that greatly favors cooperative behavior on the part of children. The mucus content of the lesion is the reason there is only need to anesthetize the mucosa that covers the lesion. According to Holst & Evers, a two-minute application time of the topical anesthetic on the oral mucosa is adequate for best performance. 17 It was observed that immediate extravasation of mucus with the passage of the suture and consequently reduction of the lesion in volume. This is a fundamental clinical characteristic for the diagnosis of mucus retention phenomena. If the extravasation does not occur, biopsy and histopathologic analysis are recommended.
Another feature is the passing of the suture through the interior of the lesion which, according to the literature, causes epithelialization around the suture, establishing new excretory ducts and leading to the disappearance of the lesion. 5, 11, 12, 18 On this basis, it is suggested that the suture be passed through the widest diameter of the lesion in order to involve all the parts that compose it.
Morton and Bartley reported that the suture may come loose after 2 or 3 days and in this case treatment should be repeated which was observed in the present case. 12 Inflammation of the area was noted in all cases after the removal of the suture. According to Racey et al, silk sutures produce inflammation after 7 days. 18 The inflammation may be due to surgical trauma and accumulation of debris around the suture. Bacterial invasion of the suture track is possible, although, clinically, it was not observed in this patient. 19 Sandrini et al has suggested that the sutures be maintained for 30 days, but further studies have shown that keeping sutures for such long periods in children will be a cause of discomfort and infection because of suboptimal oral hygiene. 20 In pilot study done by Sagari et al, out of 8 cases 87.5% showed full resolution when treated with micro-marsupialization, whereas of 7 cases 57% showed full resolution when treatment was carried out by surgical excision. 21 The cases that showed recurrence in both the groups were later treated by a surgical excision. Similar result was observed in the present case.
CONCLUSION
Although micro-marsupialization has been described in the literature since 2000, mainly for the treatment for ranulas, its use in the treatment for other mucoceles has been limited. The micromarsupialization technique as a treatment option instead of surgical excision in children has certain advantages such as no need of infiltrative anesthesia, shorter surgical time, shorter postoperative healing period, and patient's tolerance is better. These are fundamental features to be considered in pediatric dentistry.
